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Landmark in World Health 


April 7 1948 will be one of the important dates in the history of 
international medicine and public health. On that day, the Con- 
stitution of the World Health Organization was ratified by the 
twenty-sixth member State of the United Nations, and thus entered 
into force. 

The need for at least some limited international action against 
disease was recognized a century ago, but, although this idea steadily 
gained ground and led to the establishment of several international 
health organizations, the measures taken remained largely defensive 


. and limited in scope. 


Modern transportation has now made it impossible for a country 
to avoid the introduction of disease by the normal quarantine 
measures. Today no country can depend solely on its own protective 
arrangements. Each must be assured of satisfactory controls in all 
other countries as well. The protection of one country against disease 
depends upon the effectiveness of health administrations in other 
countries and upon the success of collective action against the 
epidemic foci which are a constant menace to the well-being of most 
nations. 

But the World Health Organization was based upon the idea that 
more was required than an international system of defence against 
communicable diseases. It was also necessary that available knowledge 
and techniques should be pooled internationally and that a positive 
attempt should be made on a world scale to apply all the resources 
of the health sciences for “the attainment by all peoples of the 
highest possible level of health.” For the first time in history, 
plans for the establishment of a single health organization covering 
all aspects of health were laid down, and a Constitution, which 
has aptly been described as a Magna Carta of health, was signed 
in New York by representatives of sixty-one governments. 
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This Constitution is now in force. The list of ratifications was as 
follows on 7 April :? 

Albania, Australia, Austria, Byelorussian SSR, Canada, 
China, Czechoslovakia, Egypt, Ethiopia, Finland, Greece, Haiti, 
India, Iran, Iraq, Ireland, Italy, Liberia, Mexico, Netherlands, 
New Zealand, Norway, Portugal, Saudi Arabia, Siam, Sweden, 
Switzerland, Syria, Transjordan, Turkey, Ukrainian SSR, 
Union of South Africa, United Kingdom, USSR, Yugoslavia. 


It is confidently expected that at least ten more nations will be 
able to ratify their signatures in time to become full members of 
WHO before the first Health Assembly. Particularly, it is hoped 
that more nations of the Americas may qualify in time for full 
participation. 

At the first World Health Assembly, to meet in Geneva on 
24 June 1948, there will be no distinction between those members 
of WHO which are aJso members of the United Nations and those 
which are not. All will have equal right of participation and vote. 
All the sixty-seven nations which were invited to send delegations 
to the International Health Conference in New York in June 1946, 
but which have not yet accepted the Constitution of WHO or ratified 
their signatures to it, are being invited to send observers to the 
- Health Assembly. Such observers may participate in discussion, on 
the invitation of the President, but will not have the right to vote. Other 
participants, as observers, in the Health Assembly will be the represen- 
tatives of the United Nations and of the other specialized agencies. 

Switzerland’s long history of peaceful international co-operation, 
the tradition of the very successful Health Section of the League of 
Nations, and the services provided by the United Nations in the 
Palais des Nations, make Geneva an ideal choice as a site for the 
first World Health Assembly. 

About five weeks of very hard work for all the delegations are 
indicated by the extensive agenda, but the coming-into-existence 
of WHO itself has been too long delayed, and its Constitution points 
to enormous responsibilities which need the immediate attention of 
the nations of the world. 


Brock CHISHOLM, M. D., Executive Secretary 


1 Afghanistan, Denmark and Poland ratified after that date. Bolivia, Brazil, 
Bulgaria, Hungary and Roumania also completed the process of ratification, 
without, however, having deposited as yet the instruments of ratification. 


World Production and Consumption of Insulin 


Many countries have been experiencing difficulty in obtaining 
adequate supplies of insulin. Insulin factories have not been able 
to procure the necessary pancreas, and present currency restrictions 
have hampered normal commercial relations, while more efficient 
methods of diagnosis of diabetes, and the greater number of surviving 
diabetics have increased demand. Attempts to produce a synthetic 
substitute for insulin have not so far met with success, and there 
seems to be no immediate prospect of increasing supplies in this 
way. 

A shortage of insulin would have the gravest consequences for 
many diabetics, and the Interim Commission therefore decided to 
send a questionnaire to governments, asking for information on their 
consumption and production of insulin and for an estimate of their 
prospects in regard to insulin supplies for the next ten years. Up 
to 1 April 1948, replies had been received from forty-four countries. 
Some of the replies received were incomplete, and the figures below 
can be regarded only as giving a very broad indication of insulin 
needs and production. 


Consumption 


The information received indicated that the consumption of 
insulin, excluding the United States and Canada, for which figures 
were not available, and Ethiopia and Liberia, where consumption is 
negligible, amounted to 3,901,000,000 international units.? This 


1 Afghanistan El Salvador Japan Syria 

Albania Ethiopia Liberia Transjordan 

Austria Finland Luxemburg Turkey 

Belgium France Mexico Union of South 

Brazil Germany (Ameri- Netherlands Africa 

Canada can, British and New Zealand United Kingdom 

Chile French zones) Norway United States of 

Czechoslovakia Greece Peru America 

Denmark Hungary Republic of the Uruguay 

Dominican India Philippines Venezuela 
Republic Iraq Southern Korea Yugoslavia 

Ecuador Ireland Sweden 

Egypt Italy Switzerland 


2 One kilogram of pancreas gland, if properly processed, will yield on an 
average 2,000 units of insulin. 

This amount may vary a good deal in accordance with the method by which 
the gland is handled and the condition of the cattle used. Generally, an English 
pound (about 450 grams) of pancreas gland, would be obtained from 2.25 oxen, 
8 pigs, or 12 calves. 


figire would appear to include in most countries—the American, 
British and French zones of Germany excepted—insulin used in the 
treatment of diseases other than diabetes. 

Figures from many countries are lower than might have been 
expected from the total number of inhabitants, probably because 
only the urban population in such countries receives insulin. High 
insulin-consumption in other countries may be attributed to well- 
organized health services and a skilled medical profession. Insulin 
- consumption during the next ten years, with the exception of the 
four countries previously mentioned, is estimated to total approxi- 
mately 46,425,000,000 units. 

A comparison between the present consumption and that esti- 
mated for the next ten years shows an average increase of one-fifth, 
but it is possible that the actual increase may be much larger. In- 
creased consumption will depend upon improvements in public- 
health organization and on dietary factors. 


Production 


The present production of insulin in forty-three countries? is 
11,087,300,000 units. Most of this is produced by the United States, 
but the United Kingdom and the Netherlands are also large 
producers. 

If the slight improvements foreshadowed in certain countries 
other than the chief producers materialize, total production for the 
next ten-year period may well reach 115,250,000,000 units. The 
estimated ten-year consumption of 46,425,000,000 units does not, 
however, include the requirements of the United States, which 
has one million diabetics and which can export only a relatively 
small quantity of insulin. ~ 


Steps taken to inerease Production 


Most countries producing insulin have taken steps to increase 
production. Many have made the collection of pancreas of slaugh- 
tered animals obligatory, while others have granted subsidies to 
encourage such collection. In a few countries, slaughterhouses have 


1 No precise figures were received from Canada, which reported that its produc- 
tion was adequate to its needs. 
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been provided with refrigerators and modern apparatus. In the 
United States, official control of slaughterhouses has brought about 
a considerable rise in the production of insulin, and the authorities 
have taken some responsibility for training factory personnel and 
have drawn attention to the serious need for adequate supplies of 
insulin. 

Important steps have also been taken in the American and 
British zones of Germany for the effective recovery of pancreas, and 
it is likely that these will yield satisfactory results. The method of 
extracting insulin of the “ Depot-Insulin-Klar ” type will result, it is 
claimed, in a 30 per cent. increase in production. Finland, Czecho- 
slovakia and Yugoslavia are hoping to increase their supplies by this 
method. 

A discovery which may prove of great value has recently been 
made in Germany. A new method, reported to have yielded very 
favourable results, obviates,the necessity for refrigerating-plant, and 
should enable the recovery from small slaughterhouses of most of 
the glands which would otherwise have been wasted for lack of 
cold-storage facilities. If this method proves satisfactory, it will not 
only reduce installation costs, but will increase considerably the 
quantities of glands available for the production of insulin. 

According to the occupation authorities in the British zone of 
Germany, research has shown that cod pancreas is very rich in 
insulin. Unfortunately, the cost of extraction is about 150 times 
greater than that from animal glands. 


Import Needs and Exportable Surplus 


Thirty-four! of the countries which replied to the questionnaire 
were not self-sufficient in regard to insulin supplies, and estimated 
their import-requirements at approximately 1,854,000,000 units per 
year, while the exportable surplus of the producing countries was 
about 1,430,000,000 units. These figures show a deficit of 424,000,000 


1 Afghanistan El Salvador Italy Southern 
Albania Finland Japan Korea 
Austria France Luxemburg Switzerland 
Brazil Germany (Ameri- Mexico Syria 
Chile can, British and Netherlands Transjordan 
Czechoslovakia French zones) New Zealand Turkey 
Dominican Greece Norway Union of South 

Republic India Peru — Africa 
Ecuador Iraq Republic of Uruguay 


Egypt Treland Philippines Venezuela 
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units, which could probably be covered partly by the surplus produc- 
tion of the United States and partly by the increased yield of insulin 
expected as a result of improved methods of extraction. But it must 
not be forgotten that the consumption of insulin in the United States 
is extremely high. It should also be noted that no report has yet 
been received from China, with a very large population, and a medical 
service which is expected to expand considerably in the future. 

It is difficult to forecast with any accuracy the exportable surplus 
of insulin and the import-needs for the next ten years. The main 
producing countries have expressed their wiilingness to do all in 
their power to meet requirements. The recent improvements both 
in the collection of glands and the extraction of insulin would seem 
to justify a reasonably optimistic view of the future. 


International Control of Tuberculosis 


The ultimate objective of an international programme of tuber- 
culosis control would be the prevention and eventual eradication 
of the disease. But, in present conditions, many countries are unable 
by their own efforts even to hold the disease in check. Malnutrition, 
unsatisfactory housing-conditions and general economic distress 
complicate the task of the doctor and the public-health worker, and 
make it essential for international organization in the distribution 
of available resources so that they will do the most good in the 
shortest time. 

To advise on its future policy concerning this major health 
problem, the Interim Commission in March 1947 appointed an 
Expert Committee on Tuberculosis. The committee’s first session 
was held in Paris from 30 July to 2 August 1947, and the second from 
17 to 20 February 1948 in Geneva. 

At the first session, some of the principal measures in the tuber- 
culosis-control programme of the future Organization were outlined. 
The first necessity was to determine the extent of tuberculosis in each 
country and to evaluate the means and facilities for control at its 
disposal. The problem once defined, one of the most important 
measures to be taken was the recruitment and training of professional 
personnel. In most countries there is at present an inadequate 
number of well-trained workers. To improve this situation, travelling 
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fellowships should be awarded to countries, principally to train 
tuberculosis officers in administration and epidemiology, and in 
laboratory and clinical work. It was estimated that one thousand 
such fellowships could usefully be granted by WHO within the next 
few years, but the committee agreed that only fifty of these should be 
provided in the first year. 

The provision of supplies and equipment for all phases of pre- 
vention, diagnosis and treatment was judged second in importance 
only to the provision of personnel. WHO should be prepared to give 
expert advice to various countries requesting such information, on 
the number, type, location of equipment, and on the best means of 
financing their construction and maintenance, taking advantage of 
the experience of other countries. But such advice should be given 
only if it were to form part of a long-range, comprehensive plan for 
the country and its administrative subdivisions. 

Health education was recognized as essential in tuberculosis 
control. The general public must know the seriousness of the disease 
and its cost in human happiness and money before it would accept 
financial responsibility for the work. Education of the medical 
profession, too, was essential, and it was recommended that WHO 
should prepare and circulate from time to time material on recent 
developments of special importance. Advice should also be given to 
governments, on request, on suitable laws and regulations pertaining 
to human and bovine tuberculosis. 

The best method of starting a new, or of improving an old, pro- 
gramme appeared to be the use of field services to demonstrate 
practical activities in tuberculosis administration, epidemiology, 
laboratory or clinical work. Well-trained teams, even with limited 
supplies and equipment, can demonstrate more vividly than any 
other method the practical aspects of control. An essential condition 
for the provision of such teams must be that the country agrees 
beforehand to take over the project, as soon as sufficient of its per- 
sonnel has been trained to do so, and to use it as a national training- 
centre. In research, the committee thought that the best contribution 
to be made by WHO would be in developing and recommending 
uniform procedures. The principal problems needing action were 
listed as follows : 

(1) Tuberculin and tuberculin-testing 

(2) Preparation and clinical use of BCG 

(3) Classification of tuberculosis 
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(4) X-ray interpretation and mass radiography 
(5) Laboratory identification of tubercle bacilli 
(6) Evaluation of new therapeutic agents such as streptomycin. 


It was recognized that other international organizations had 
been carrying on activities and had made many contributions to 
tuberculosis control. The committee was informed that the Union 
internationale contre la Tuberculose was about to establish a branch 
office in Geneva, and it was urged that liaison be established between 
WHO and the Union to co-ordinate their several activities. Co-operation 
with all private and official agencies, even those only partially 
engaged in  tuberculosis-control activities, was also deemed 
necessary. 

The committee’s proposals were accepted with minor reservations 
by the Interim Commission, together with a number of specific 
recommendations as presented in the report on the first session of the 
committee.! 

At its second session, held in Geneva from 17 to 20 February 
1948, the committee considered some of the problems discussed at 
its previous session, as well as a number of new questions, such as the 
medical examination of immigrants, a proposed conference on strep- 
tomycin, and the use of BCG vaccine. 

In reconsidering some aspects of their discussion at the first 
session, the experts contemplated two types of fellowships to be 
granted by WHO: the first for senior workers for short periods of 
three to six months ; the second ‘or younger men of promise requiring 
at least a full year’s training. Because of the limited number of 
fellowships now available, the committee recommended that priority 
should be given to the fellowships for senior workers. Governments 
should be impressed with the great advantages of releasing such men 
for these relatively short periods of time. 

The question of immigration is now being considered by a com- 
mittee of the Economic and Social Council of the United Nations. 
The committee emphasized that tuberculosis among immigrants was 
an international problem and that it was important for examinations 
to be made in the country of departure, such examinations, including 
chest radiography, to be interpreted by a medical officer acceptable 
to the government receiving the immigrant. 


1 Bull. WHO, 1948, 2, 205 
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The organization of a conference on streptomycin is now well 
under way, and it is hoped that it will be held in July, probably 
in New York. Although the participants have not yet been chosen, 
it was agreed that they should be selected from workers with the 
widest experience in the clinical application of the new antibiotic, 
rather than in its laboratory aspects, for the discussion will bear 
mainly on problems of therapeutic application. It was agreed that 
the total number of the participants should not exceed five. 

A long discussion was held on BCG vaccination, which is at 
present—in the opinion of the committee—the best practical method 
of inducing specific resistance to tuberculosis in man. Evidence from 
many countries indicated that BCG vaccination can reduce morbidity 
and mortality in tuberculosis. BCG vaccination is not intended to 
replace other aspects of tuberculosis control, such as case-finding, 
medical care and segregation ; but it has an important role to play, 
especially in countries or groups of people where the prevalence of 
tuberculosis is high. The vaccination is known to convert a high 
proportion of non-reactors into reactors to tuberculin. The intra- 
cutaneous method appears to give the highest percentage of conver- 
sions, and was therefore recommended as the most satisfactory one 
for general use. 

The committee recommended, on the basis of extensive recent 
experience, that in those countries in which PPD (purified protein 
derivative) is used for tuberculin-testing, the following doses should 
be used prior to vaccination (the doses refer to the special batch of 
PPD used in Copenhagen as the Danish standard) : 


First dose —_ 0.00002 mg. PPD 
Second dose — 0.0002 mg. PPD 


The test should be read within 72 hours to 96 hours after applica- 
tion. Persons designated as reactors must show 6-8 mm. of cedema 
or infiltration. Erythema of the skin should be disregarded in reading 
reactions. Vaccination should be given only to those persons who are 
non-reactors to 0.0002 mg. of PPD. 

Finally, the committee discussed the proposed programme 
of co-operation between the United Nations International Children’s 
Emergency Fund (UNICEF) and WHO in the vaccination with 
BCG of approximately 15 million children and adolescents in Europe. 
The committee recommended that this project be developed as 
quickly as possible and welcomed the opportunity to act as advisers. 
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In reply to a request from UNICEF for periodic conferences on the 
application of tuberculin-tests and BCG vaccine, the committee 
recommended that a small number of recognized specialists be asked 
to serve on a sub-committee for this special purpose. 

The committee urged that the fight against tuberculosis was 
a task for the whole of humanity. The nations fortunate enough to 
be relatively healthy, inspired by intelligent self-interest and humane 
considerations, will necessarily have to come to the aid of stricken 
nations, and through money, professional personnel and equipment 
distribute existing resources to the needy and suffering areas of the 
world. 


Co-ordination of Medical Abstracting 


One of the great problems confronting workers in nearly all 
branches of science is the ever-growing flood of periodical literature. 
In this respect, medicine is one of the worst-afflicted of the sciences. 
Up to a little more than a century ago, medicine was still largely a 
literary study, and doctors have a centuries-old tradition of exposing 
their views in books, pamphlets and periodicals. Apart from the 
effects of this tradition, medicine is a profession in which the oppor- 
tunities for making original observations are not confined to a 
relatively few academic or industrial centres with well-equipped 
laboratories. The great bulk of articles published in the medical 
Press still comes from men who are practising medicine, although 
‘a steadily increasing proportion represents the work of full-time 
research-workers. A stage was long ago reached when only the largest 
of medical libraries could afford to receive and house a representative 
selection of the world’s medical journals. 

One solution to this problem would be for medical men to 
publish less, for very many articles in medical journals are of doubtful 
or ephemeral value, or merely report slight variants of observations 
which have been published elsewhere. But there seems little prospect 
at present of a decline in the volume of medical publication. Rather 
does the contrary appear to be the case, for increasing specialization 
in medicine results in the appearance of new specialist journals, 
without a corresponding diminution of the volume published in pre- 
existing journals. 

As the number of medical journals increases, the need for abstract- 
ing services becomes greater, for only by consulting one or more 
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abstracting journals can many medical men—particularly those 
without access to good library services—hope to know what has been 
published with a bearing on the subjects in which they are interested. 

Before the war, the German Zentralblatter used to provide 
collectively a relatively comprehensive abstracting service in the 
German language, but libraries used to find the cost of subscribing 
to them unduly high. For tropical medicine and public health, the 
Bureau of Hygiene and Tropical Diseases has for many years provided 
in its two publications, the Tropical Diseases Bulletin and the Bulletin 
of Hygiene, a low-priced abstracting service which, because of the 
fullness of the abstracts and the fact that they are all prepared by 
experts, has been invaluable to English-reading medical workers in 
parts of the world which are remote from cultural centres. These 
two publications provide good examples of what has been called the 
“ informative ” (more properly, perhaps, “ substitutive ”) abstract. 
Nutrition Abstracts and Reviews, published by the Commonwealth 
Bureau of Animal Nutrition, provides a similar service for those 
interested in human and animal nutrition. 

At the opposite end of the scale is the so-called “ indicative ” 
abstract, which is intended to indicate only the general scope and 
main conclusions of the original paper. An example of this type of 
abstract is to be found in British Abstracts, which has a physiological 
section published separately. The extreme of the indicative abstract 
is represented by the Bulletin Analytique, published by the documen- 
tation service of the Centre national de la Recherche scientifique in 
Paris. This has been described by its sponsors as containing “ expan- 
sions of the titles ” of the original papers. Biological Abstracts, 
which is published in the United States of America and aims at 
covering biology and experimental medicine, is midway between the 
extremes of the “ informative ” and “ indicative ” types of abstract. 
It is distinguished from other abstracting services in that most of its 
abstracts are prepared by the authors of the original papers—a 
method which proves, under good management, satisfactory in 
relation to the more exact disciplines with which Biological Abstracts 
is concerned, but which would probably be unsatisfactory for the 
clinical branches of medicine. 

Until recently, no concerted effort had been made to determine 
whether any of the medical abstracting services were unnecessarily 
overlapping, or whether there were branches of medicine which were 
not served at all. In 1946, however, it became clear that two new 
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English-language abstracting services which had been announced 
might involve wasteful duplication of effort—both in regard to 
each other and also to some of the older abstracting services. 

One of these new services was Hacerpta Medica, published in 
Amsterdam, and the other Abstracts of World Medicine and Abstracts 
of World Surgery, published in London under the general direction 
of the British Medical Journal. 

In June 1946, the Editor of the British Medical Journal drew the 
attention of the Preparatory Commission of UNESCO to the need 
for co-ordinating medical abstracting services, and UNESCO 
arranged in the following December a meeting of representatives of 
Excerpta Medica and Abstracts of World Medicine at UNESCO 
House, Paris. A second meeting of the same parties, but including 
representatives of British Abstracts, was held in London in July 
1947, and in October 1947 UNESCO convened a Conference on 
Co-ordination of Medical Abstracting Services. These plans were 
made in consultation with the Interim Commission of WHO, and a 
WHO observer participated in the conference. At this conference, it 
was arranged that an Interim Co-ordinating Committee on Medical 
and Biological Abstracting should be formed, and a meeting of this 
committee, attended by two WHO observers, was held in Paris on 
5-6 April 1948. Dr. Hugh Clegg, Editor of the British Medical 
Journal, was elected chairman, and Mrs. Eileen R. Cunningham, 
President of the Medical Library Association (USA), vice-chairman. 
Other members of the committee were Mr. F. Donker Duyvis (Inter- 
national Federation for Documentation), Dr. G. M. Findlay (Editor, 
Abstracts of World Medicine), Dr. L. Lampitt (British Abstracts), 
Dr. F. H. Landshoff and Prof. M.W. Woerdeman (Excerpta Medica), 
and Prof. Samson Wright (British Abstracts). The committee gained 
much by the presence as observers of Dr. E. J. Crane, Editor of 
Chemical Abstracts (Columbus, Ohio), and Prof. Velander, of the 
Ingeniors Vetenskaps Akademien, Stockholm. Unfortunately, 
Dr. John L. Flynn, of Biological Abstracts, Philadelphia, was pre- 
vented by indisposition from attending. 

At this meeting, matters of detail were discussed and some differ- 
ences of opinion on broader issues were revealed. It has been agreed 
at an earlier informal meeting that effective collaboration could 
be obtained only as between non-profit-making organizations, and 
representatives of a new abstracting service which had been started 
on a profit-making basis announced at this first meeting of the 
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Interim Co-ordinating Committee that they had reorganized their 
service and applied for legal recognition as a non-profit-making 
body. 

Among the resolutions adopted at the April meeting were : that 
WHO and FAO should be invited to join UNESCO in sponsoring the 
activities of the committee ; that the following agencies should be 
invited to join the committee—Bureau of Hygiene and Tropical 
Diseases, Commonwealth Bureau of Animal Nutrition, a represen- 
tative of French medico-biological abstracting, the American Medical 
Association, International Abstracts of Surgery, Chemical Abstracts ; 
that an executive committee should be appointed; and that the 
Control Commissions in Germany should be informed of the existence 
and objects of the committee in view of the possible resumption of 
German medical abstracting periodicals. Various other resolutions 
on matters of style and measures of co-operation between abstracting 
services were also adopted. 

Thus an attack—not a major offensive, but a small local en- 
gagement—has been made on the vast and untidy problem of the 
rationalization of medical periodical literature. If useful work can 
be done on the co-ordination of medical and biological abstracting, 
encouragement will perhaps be given to an inquiry into the possibility 
of reducing overlapping at the source. 


Towards the Co-ordination of Medical Congresses 


Representatives of nine medical organizations ! met on 12 April 
in Paris, under joint WHO-UNESCO sponsorship, to formulate 
plans for a long-needed co-ordination of medical congresses. 


1 Professor F. BEsANGON, International Union against Tuberculosis ; 

Dr. P. Crprie, representing Professor E. Marquis, President of the World 
Medical Association ; 

Professor R. DEBRE, International Pediatric Association ; 

Dr. L. DEsarpin, International Society of Surgery ; 

Dr. H. HEtmMuo1z, International Pediatric Association ; 

Professor J. Mais1n, International Union against Cancer (Chairman) ; 

Dr. R. PETERSON, International Congress of Radiology ; 

Dr. H. Y. SauTTer, representing Dr. A. CAVAILLON, International Union 
against Venereal Diseases ; 

Dr. K. Soppy, representing Dr. J. R. REEs, International Congress on Mental 
Health ; 

Dr. M. P. Wen, International League against Rheumatism ; 

Professor A. Gicon, International Society of Internal Medicine, was unable 
to attend. 


Most of the international medical organizations have not been 
active for ten years, and many have no permanent organization 
in the period between the congresses. The need for a central organism 
to ensure continuity and co-ordination of the medical congresses is 
now apparent. + 

The three-day session in Paris was entirely devoted to the outlin- 
ing of plans for the establishment of a permanent bureau for the 
co-ordination of international congresses of medical sciences. 

Principles of membership were tentatively laid down. Medical 
congresses of a broad international character are to be accepted as 
full members ; those which have either a regional or a not strictly 
medical character are to be able to participate in the work of the 
permanent bureau as associate members. 

The bureau’s functions as outlined by the meeting will be as 
follows : 


I. Information and Assistance 


(1) to collect information on all national or international organizations 
of a medical or paramedical nature, and on the congresses which 
they organize (present programme and, as far as possible future 
programmes, dates, subjects studied, names of rapporteurs) 


(2) to give all material assistance, in particular, as regards specialized 
conference-services (staff, technical material), and travelling 
facilities for congress members (visas, etc.) 


(3) to study methods facilitating the transfer of funds needed by 
congress members 


(4) to study the technique of holding congresses and give information 
regarding it 
II. Co-ordination 


(1) to suggest to international medical bodies appropriate dates and 
places for the holding of their congresses 


(2) to make a special effort to group disciplines together 


(3) to give financial assistance to the scientific work of congresses 
and make grants to congress members who particularly merit 
them 


(4) to give grants to enable invited representatives of other disci- 
plines to take part in the congresses 


1 Chronicle, WHO, 1948, 2, 38 
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III. Diffusion of Information 


(1) to circulate information ‘received from the various organizations 
of medical or paramedical nature ‘ 


(2) to study the whole problem of diffusion of medical information, 
including the circulation of the proceedings of the congresses 


An executive committee composed of six members was appointed 
to continue the work. Its task will be to draft statutes for the 
bureau, to collect information on all congresses and associations 
likely to be interested in its activity, to receive applications for 
membership, and to undertake the preparation of an international 
conference of all qualified organizations to meet at the earliest 
towards the end of 1948. 

The group concluded its work by calling the attention of WHO 
and UNESCO to the urgent need for such a permanent bureau. 
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NEWS FROM THE FIELD 


Ethiopia 


H.I.M. Haile Selassie distributed certificates to the dressers trained by 
the WHO Mission at a ceremony at the Ministry of Health on 20 April. 
Nearly 100 dressers and 60 sanitary officers have now been trained, and 
his Imperial Majesty’s interest was greatly appreciated. 

Dr. N. M. Goodman, Director of Field Services, visited the Mission 
in Ethiopia from 9 to 18 March. In addition to questions of policy, pro- 
gramme, co-operation and finance, to be discussed with the Ethiopian 
Authoritieés, many matters concerning the administration and staff of the 
mission had arisen since his last visit in March 1947. 

Dr. T. Guthe, medical officer for venereal diseases, accompanied 
Dr. Goodman, and stayed five weeks to advise the Ethiopian Government, 
at its request, on the extent of venereal disease and possible ways of dealing 
with it. 

Mr. P. Bierstein, a sanitary engineer loaned from the Greek Mission 
since October 1947, as deputy chief of the Ethiopian Mission, returned 
to Greece in April to assist Col. Wright in the 1948 anti-malaria campaign 
there. In Ethiopia, Mr. Bierstein was engaged in the training of sanitary 
officers, and established small demonstration and training projects in 
Addis Abeba, including mosquito surveys and spraying, and anti-typhus 
dusting with DDT. Incidentally, he developed as a teaching method the 
acting of playlets or imaginary scenes, which was greatly appreciated by 
the Ethiopians. Ip one of these, one student would play an irascible butcher 
and the other a sanitary officer without police powers wishing to inspect 
his meat. 


Greece and Poland 


On his return from Ethiopia, Dr. Goodman spent a week in Athens 
to renew contacts and discuss policy and mission problems with Dr. J. M. Vine 
and the other staff of the Mission. Mr. C. Ashwin, consulting radiographer, 
left the Greek Mission in March on loan to Poland, where a large programme 
of rehabilitation of x-ray machines awaited him. 


Italy 


A week was also spent by Dr. Goodman in Rome, and included 
conferences with the staff of the Rockefeller Foundation engaged in the 
anti-anopheline project in Sardinia. With Dr. J. Farfor, Chief of the WHO 
Mission to Italy, Dr. Goodman was received in private audience by His 
Holiness the Pope : they explained the work of WHO and of its Italian 
Mission. 
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WHO PUBLICATIONS 


Epidemiological and Vital Statistics Report 


Vol. 1, No. 7, December 1947: 
World Distribution and Prevalence of Cholera in Recent Years 


Dr. Yves Biraud, Director of Epidemiological and Public Health 
Statistics, WHO, Geneva, and Dr. P. M. Kaul, Director of the WHO 
Epidemiological Intelligence Station, Singapore, discuss in Vol. I, no. 7, 
of the Epidemiological and Vital Statistics Report the world distribution 
and prevalence of cholera in recent years. 

For the past thirty years, cholera has been confined almost entirely 
to the continent of Asia. During the ten years preceding the second World 
War, cholera affected Ceylon, Burma, Siam, French Indo-China, the 
Philippines, the Netherlands Indies, China, Japan, Korea, Afghanistan, 
Iran and Iraq, but the disease wrought the greatest havoc in India, where 
the main epidemic foci were—and still are—located. 

Figures for British India, which included before August 1947 some 
three-fourths of the population of the country, show that while the average 
yearly number of deaths from cholera was 444,000 in 1892-1896, only 
135,000 were recorded yearly during the period 1932-1937. This represents 
an actual reduction of two-thirds in the mortality, or of three-fourths if 
the considerable increase in the population between the two periods is 
taken into account. 

Comprehensive measures, including compulsory inoculation of all pil- 
grims attending religious festivals, have been more and more effectively 
enforced, with the gratifying result that in recent years outbreaks of cholera 
in festival centres are becoming a rarity. 

However, « setback occurred in 1938, when 236,000 deaths from cholera 
were recorded. The years 1939 and 1940 were years of very low incidence, 
and the mortality from cholera was 97,566 and 86,133 respectively. Only 
twice before, in 1932 and in 1933, had lower figures been recorded. In 1941, 
as a consequence of wartime difficulties such as shortage of medical per- 
sonnel and of experienced public-health officials, most of whom were enrolled 
in the army, 228,141 deaths from cholera occurred in British India. The 
year 1942, with 218,496 deaths from cholera, showed the same epidemic 
prevalence. In 1943, epidemic conditions reached a climax. This was the 
year of the Bengal famine caused, among other things, by the advancing 
Japanese forces, the flight of the population, the destruction of the rich 
rice-harvests, and the cutting-off of the large imports of rice. Cholera 
deaths during this year amounted to 459,930, a return to the level of incidence 
seen during the closing years of the last century. 

After 1943, there was a decline. However, 1944 and 1945 were still 
heavy epidemic years with 294,525 and 278,507 deaths respectively, and fair- 
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ly widespread infection all over the country. Real improvement was effected 
only after the war. The mortality during 1946 was 76,352; during 1947 
it was 82,699. 

Figures for Burma, Siam, French Indo-China, the Philippines, Japan, 
Korea and China, all of which became battlefields, show that they were 
all, more or less, affected during the second World War by the cholera | 
epidemic. At the end of the war, the epidemic showed a definite regressive 
tendency. Generally speaking, for all Asiatic countries, including India, 
the year 1947 was comparatively favourable as regards cholera. 

The second half of the article by Biraud and Kaul is devoted to an epi- 
demiological description of the recent cholera outbreak in Egypt, which 
has already been described at some length in this journal. 1 

Statistical tables showing the morbidity and mortality for cholera and 
dysentery during the past three or four years complete this number of 
the Epidemiological and Vital Statistics Report. 


Vol. 1, No. 8, January 1948: 
Recrudescence of Typhoid Fever in Europe 


In an article which appeared in the Epidemiological and Vital Statistics 
Report, Vol. I, No. 8, Mr. K. Stowman gives a general survey of the inci- 
dence of typhoid and paratyphoid fever in Europe in recent years. 

A few years before the second World War, there was a vast continuous 
zone extending over Northern, Central and Western Europe, in which 
typhoid fever appeared to be waning. This zone included the United King- 
dom, the three Scandinavian countries and Iceland, Germany, Switzerland 
and the Netherlands. In all these countries, the incidence of the disease 
was less than 5 cases for 100,000 inhabitants and the mortality-rate was 
well below 1 per 100,000. In many large cities outside this zone, such as 
Dublin, Helsinki, Brussels, Prague and Vienna, the typhoid-fever death- 
rates were also below 1 per 100,000. In Paris, the death-rate dropped to 
1.3 per 100,000 in 1938. 

Thus over 140,000,000 Europeans had less than one chance in 20,000 
of contracting typhoid fever. 

Outside this privileged area, Austria, Belgium, Finland, France, Ireland 
and Luxemburg with typhoid-fever death-rates varying between 1.2 and 3 per 
100,000 inhabitants, were also in a fair way to inclusion in the area of safety. 

In the countries east and south of these regions of slight and medium 
incidence, the number of cases rose steeply. In Poland there were still 
50 and in Italy 70 cases per 100,000 inhabitants, to quote only two instances. 
But here, too, the rate of incidence on the whole showed a downward trend. 

The second World War brought about a radical change in this favourable 
situation, and at present only the Scandinavian countries, Switzerland 
and the United Kingdom still show a low incidence. The flood of typhoid 
infection now laps at their borders without any protective area of medium 
incidence. 
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The figures for typhoid and paratyphoid show one peculiarity which 
is of some practical importance : in every European country in the low- 
incidence area, paratyphoid, especially of the B type, is more frequent 
than typhoid. In all other countries, with the exception of Finland, typhoid 
is the more frequent. 

A plausible explanation of this phenomenon is that the spread of typhoid 
fever in its epidemic form is more closely related to water-supplies than that 
of paratyphoid. It is generally more difficult to trace and prevent conta- 
mination of foodstuffs than that of water, and the milder disease is more 
liable to be overlooked than that which brings severe manifestations in its 
train. The case-fatality rate for typhoid generally varies between 7 and 
15 per cent., while that for paratyphoid B nearly always remains well below 
5 per cent. ; indeed, quite large outbreaks have occurred without a single 
death. This is why the incidence of typhoid fever was reduced faster than 
that of paratyphoid fever. Complete differentiation between typhoid fever 
and paratyphoid fever needs, of course, an adequate system of public- 
health laboratories, and, in view of the marked differences in the gravity 
as well as the general epidemiology of the diseases, such dictinction should 
be insisted upon wherever possible. 

Nevertheless, only a few countries have differentiated typhoid and para- 
typhoid fever in their reports during the ten years following the first World 
War, and only Denmark has distinct figures up to the 1914-1918 War. In 
1924, Finland began to provide separate information. Austria and Switzer- 
land followed in 1926. A small number of other countries attempted to 
follow this example, but their data relating to paratyphoid fever appear 
to be incomplete. 

Diagrams 1 and 2 indicate the trends of typhoid and paratyphoid fever 
for the past 20 years in a few countries, selected because their frontiers 
have remained unchanged, so that their data are homogeneous and more 
complete than those of other countries. 


Diagram 1 Diagram 2 
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An analysis of the returns from most European countries leads the author 
to conclude that the second World War, like every other war in the past, 
has caused an increase in the incidence of typhoid fever. As long as the sani- 
tary services in most countries were regularly functioning—that is until 
the end of 1944—the increases were relatively moderate. In 1943, the number 
of typhoid-fever cases reported from twelve continental countries was 
55 per cent. higher than the corresponding median for the years 1928-1938. 
In Germany, as in France, the incidence of typhoid fever in 1943 was about 
twice the pre-war median. This was a serious increase, though in no way 
alarming. It was not until 1945, when destruction reached its peak and 
involved the collapse of all public services over wide areas, that typhoid 
fever began to spread unhindered. 

The post-war typhoid situation in Europe, according to the author, 
can only be regarded as most unsatisfactory. The safety area has narrowed 
down and now includes only the Scandinavian countries, Switzerland and 
the United Kingdom, while the intensely infected area now extends from 
the Mediterranean to the southern coast of the Baltic and the North Sea. 
Typhoid fever, which was definitely on the downward grade in an area 
containing about 200,000,000 inhabitants, has now once more become a 
significant index of sanitary conditions. Although three years have elapsed 
since the end of the war, there is unfortunately no sign as yet of a general 
downward trend in the incidence of this easily preventable disease. 

Where typhoid fever is rare, its transmission is due to accidental 
circumstances, but where its incidence attains 100 cases or more for 100,000 
inhabitants, prevention is a matter of elementary sanitary engineering. 
In cases where lack of funds or of sufficiently co-ordinated effort still prevent 
the ensuring of safe water-supplies, mass vaccination could at any rate 
limit the outbreaks. 

In Europe, excluding the USSR, there have been at least 250,000 
cases of typhoid fever during each of the past two years, which means an 
annual loss of some 25,000 human lives, especially among the active age- 
groups, in addition to the loss of more than 5,000,000 working-days. This 
is a factor of no mean importance in the planning of economic rehabilitation. 
It is disgraceful, states Mr. Stowman in conclusion, that such a situation 
should be allowed to persist when the means of remedying it are universally 
known and have been accessible for the past forty years or so. 

This number of the Epidemiological and Vital Statistics Report also 
contains statistical tables showing the incidence of, and deaths from, typhoid 
and paratyphoid fever, and similar data for undulant fever. 


Official Records of WHO 


The Official Records of WHO contains in two of its latest numbers the 
Interim Commission’s report to the World Health Assembly. 

This report falls into two parts. The first, an account of the Com- 
mission’s origin and of its work up to the present time, constitutes No. 9 
of the Official Records. Part II, consisting of the provisional agenda for the 
Assembly, with relevant documents and recommendations, is contained 
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‘in No. 10. The introductory section of the report, a broad general survey 
of what the Commission has done, will be reproduced from No. 9 in the May 
number of the Ohronicle. 

No. 7 of the Official Records, which will be published shortly, comprises 
the minutes and documents of the fifth—and final—session of the Com- 
mission. Others of the series to appear before the opening of the Health 
Assembly will be No. 8, containing expert committees’ reports which were 
submitted to the fourth and fifth sessions of the Commission, and No. 2, 
devoted to the historic International Health Conference of June-July 1946 
which drew up the Constitution of the WHO and the other basic Acts. 


REPORTS FROM WHO FELLOWS 


Many of the letters and reports received from WHO Fellows 
have been of such interest that they deserve to be read by a wider 
public. They demonstrate more vividly than a series of facts and 
figures both the character of the fellowship programme and the 
response of the Fellows themselves. Selections from these reports 
will therefore be published from time to time, but it must be empha- 
sized that the opinions expressed are those of the Fellows. 


* * * 


PUBLIC HEALTH IN SWITZERLAND 
A Stupy Tour By AN AUSTRIAN FELLOW 


Dr. Franz Puntigam is Head of the Epidemiological 
and Statistical Division of the Public Health Department 
of the Federal Ministry of Social Welfare, Austria. He 
has recently spent four months as a WHO Fellow studying 
the organization of public health in Switzerland. The 
following is a résumé of a comprehensive report which 
he has submitted on his tour. 


As health legislation in Switzerland is mostly on a cantonal basis, 
Dr. Puntigam decided to concentrate on the organization of public health 
in rural, urban and mixed rural-urban cantons—those of Basel-Stadt, Vaud, 
Valais and Zurich—where he studied health centres, sanatoria, hospitals, 
open-air schools, and sanitary engineering works. — 

In the tuberculosis clinics he was impressed by the social welfare work 

and by the measures to prevent infection. Each canton has a centre to deal 
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with patients in need of sanatorium treatment, a system which considerably 
reduces the waiting period for admission. Mass radiography has reached a 
high degree of efficiency, its practice being particularly well exemplified by the 
institution at Zurich. In the Zurich Oberland, 58 per cent. of the population 
has been examined by this method, largely as a result of extensive pro- 
paganda through lectures, pamphlets and other means. Three doctors, 
including the radiologist and a tuberculosis specialist, are normally attached 
to each unit. They discuss their findings with the patient’s own general 
practitionér or his local tuberculosis clinician. 

Among the many sanatoria he visited, Dr. Puntigam considered the most 
modern to be the Physikalisch-Meteorologisches Observatorium at Davos. 
Most of the sanatoria are extremely well equipped, although fluoroscopy 
is seldom employed. At some, such as the Clinique Manufacture at Leysin 
and the Heilstatte Appisberg, occupational therapy is practised in addition 
to general therapeutic methods. General scientific tuberculosis-research 
is carried out by the Federal Public Health Bureau in co-operation with 
the Federal Veterinary Bureau. Dr. Puntigam refers particularly to the 
valuable work done by Schaefer and Dubos on the culture of tubercle 
bacilli, which should prove of great importance in the diagnosis of tuber- 
culosis. 

Most of the district hospitals he visited had been built during the 1930's, 
usually on the block or the pavilion system, or, as in the new cantonal 
hospital at Zurich, on a combination of the two. Even in these general 
hospitals, he found a rigid separation of treatment blocks from those con- 
taining the wards; and in smaller hospitals the operating theatres were 
always perfectly equipped. The general tendency was to avoid large wards 
and there were usually not more than eight beds to a ward. 

The treatment of venereal diseases is mainly in the hands of cantonal 
and municipal authorities and of a private organization, the Schweizer- 
ische Gesellschaft’ zur Bekaémpfung der Geschlechtskrankheiten, which 
educates the public by means of lectures, films and pamphlets. and supplies 
treatment free of charge to needy patients. Until the second World War 
there was little venereal disease in Switzerland, but its incidence has since 
increased, although not to any alarming extent. Exact figures, are difficult 
to obtain, as venereal diseases are not notifiable, although a special Federal 
law prescribes compulsory notification of the source of infection. Hence 
many patients have remained without treatment, but new legislation passed 
by the Federal Council in 1947 requires doctors to notify health authorities 
of any refractory patients. 

Dr. Puntigam was particularly interested in the open-air school of Basel. 
This type of institution is fairly common, and special conveyance is often 
provided for the children. 

Prevention of goitre has always constituted a special problem in 
Switzerland. The deficiency of iodine in the drinking-water has been 
remedied by the manufacture and sale under cantonal auspices of special 
iodized table and cooking-salt. Over a period of twenty years this policy 
has yielded excellent results and has led to a better kanes and mental 
development of children. 
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Disinfection and disinfestation services are extremely well organized. 
Trimetholglycol is chiefly used in disinfection, and in disinfestation DDT has 
superseded most of the other insecticides. 

An important feature in Swiss industrial life is SUVA (Schweizerische 
Unfallversuchsanstalt)—a service for the prevention of accidents. All 
plans and drawings for new machinery are submitted to this agency, whose 
engineers study them and advise improvements where necessary. SUVA 
inspectors regularly visit all factories and supervise the operation of 
machinery and safety devices. Although SUVA has its own medical service, 
which devotes particular attention to research on silicosis, it is responsible 
chiefly for the prevention of accidents, the medical service attached to the 
Federal factory inspectorate being responsible for general industrial 
hygiene. 

In conclusion, the author points out that, in his report, he has confined 
himself to describing and evaluating such Swiss institutions as might be 
of interest to his own country. While his tour did not suggest to him any 
fundamental changes in the Austrian health administration as set up in 
1929, he feels that there is a need for reorganization of personnel, material 
and equipment. As Austria has been since 1938 virtually isolated from 
international scientific contacts, there is still a great need for medical 
literature to cover that period, and he suggests specifically the bringing 
up to date of the library of the Austrian Public Health Department. He 
also recommends the creation of sanitary inspectors’ posts in the public- 
health service, the responsibilities of such officials to include housing, 
disinfection and disinfestation. He urges early attention to the revision 
of legislation on the medical auxiliary professions and to the extension 
of biological research laboratories and tuberculosis sanatoria. Finally, he 
advocates the setting-up—as was done in Switzerland with great success 
during the war—of an organization to control foodstuffs and test them for 
purity and food value. 


NOTES AND NEWS 


WHO Representation 


During the period between 12 March and 20 April, the Interim Com- 
mission was represented by observers who attended or took part in the 
meetings of the following organizations : 


Technical ad hoc Committee on Housing, Lake Success, 30 March 
Seventh Session of the Executive Board of UNESCO, Paris, 2 April 
Second Session of the Council of FAO, Washington, D.C., 5 April 


Interim Co-ordinating Committee on Medical and Biological Abstracting, 
UNESCO, Paris, 5-6 April 


Expert Committee on Scientific Abstracting, UNESCO, Paris, 7-9 April 


Preparatory Meeting on Co-ordination of International Congresses on 
Medical Sciences, UNESCO-WHO, Paris, 12 April 


Recent and Forthcoming Meetings 
10 May-18 May : Consultation of Plague Experts, Washington, D.C. 
19 May-25 May : Expert Committee on Malaria, Washington, D.C. 


31 May-5 June: Expert Committee on the Unification of Pharmaco- 
peias, Palais des Nations, Geneva 


15 June-16 June : Expert Sub-Committee on BCG and Tuberculin, Paris 
24 June : First World Health Assembly, Palais des Nations, Geneva 
30 July-31 July : Expert Sub-Committee on Streptomycin, New York 


Corrigendum 


Footnote 1, page 4, Volume II of the Chronicle should read: “Additional 
sums bringing the total to 200,000 U.S.A. dollars were transferred from the 
Mission operations budget during 1947, thus making available additional 
fellowships.” 


3.000 A., 2.030 F., 1.000 Esp., 6/48. Imprimerie de « La Tribune de Genéve ». 
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